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ligament should be divided at its insertion on the inner edge of the horizontal 
ramus of the pubes, or, where it is possible, on Cooper’s ligament. This 
relaxation of the ligament also permits the full exploration of the hernial 
canal and the removal of any lymphatic glands or tissue it may contain, and 
makes possible the suturing as described later. 

After the crural sheath has been freed, with the contained vessels, it should 
be displaced outwardly over the ilio-pectineal eminence, where they should 
be held by a blunt hook, while Poupart’s ligament is sutured to the horizontal 
ramus of the pubes. A sharply curved needle should be used, and the stitch 
should take in about three-eighths of an inch of tissue above Poupart’s liga¬ 
ment, the horizontal portion of the pectineal fascia, the primary fascicles of 
the pectineal muscle and the periosteum. In inserting the first stitch next 
to the large vessels, care should be taken to avoid the inferior epigastric 
artery and vein. The ligament should be sutured from that point to the 
pubic spine, uniting it again to the inner border of the horizontal ramus. 
Care must be taken in all cases to include the periosteum. The superficial 
portion of the fascia lata may or may not be sutured to the pectineal fascia. 
To prevent inguinal hernia, the pillars of the external ring should be sutured. 
There is no danger of obstructing the circulation by the displacement of the 
artery and vein, though there may be slight oedema at first. 

Resection of the Cjecum. 

Sendler reports a case of resection of the caecum, and makes the follow¬ 
ing brief observations (Munchener medicinische Wochenschrift, 1894, No. 1): 
Resections of the caecum are rare, Sachs having been able to find but thirty 
cases. The chief indications for the operation are carcinoma and tuberculosis, 
and in a few instances on account of invagination. The case reported is that 
of a young woman of twenty-two years, who for some time had had intestinal 
obstruction. The trouble began suddenly, with severe pain in the right side 
of the abdomen, after having had a good night. The pain was so severe that 
she was obliged to return to bed. The pain continued for three weeks, but 
fever and vomiting were absent. Four weeks afterward there was a second 
attack, lasting three days. Two more similar attacks occurred, and finally a 
constant pain and swelling were noted in the region of the appendix. 

Examination of the right iliac region revealed a distinct, firm, painful 
tumor. The diagnosis was extremely doubtful, inasmuch as there was no 
family or personal history bearing upon her condition, nor any pronounced 
symptoms which would lead to an opinion. 

Incision was made over the most prominent part of the tumor. The caecum 
was found adherent to the abdominal wall, and in attempting to free it the 
wall was torn, and fecal matter flowed out and was caught on the gauze. It 
was now clear that the whole caecum had been transformed into a tumor, which 
involved the appendix, a portion of ileum and ascending colon, and con¬ 
tinued, growing thinner, to the root of the mesentery. The tumor was removed 
by first excising the mesenteric portion, applying many ligatures, and suturing 
the mesentery at once. Intestinal clamps were then applied to the gut on 
each side of the diseased portion, and the growth, with the caecum, appendix, 
and part of the ileum and ascending colon, removed. The ileum was im- 
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planted in the colon, as after pylorus resection, so that the size of the two 
divided ends were similar. A continued mucous suture was employed, then 
a sero-muscular suture of silk, and where necessary serous sutures. After 
removing the clamps the intestine filled immediately, so that the apposition 
was seen to be perfect. The abdominal wound was closed with three layers of 
sutures. Convalescence was uneventful; in the third week she left her bed, 
and four weeks after operation left the hospital. She has remained well, and 
the bowels are moved spontaneously and naturally. 

The specimen proved to have been a carcinoma, beginning in the valve of 
Bauhin. Swollen mesenteric and inguinal glands were sought for but not 
discovered. 

A Simple Method of Preventing Pressure Necrosis in 
Amputation Stumps. 

Bogdanik ( Centralbl. fur Chir., May 26, 1894), after a continued success, 
reports the following method, which was suggested by the use of the method 
proposed by Obalinaki. After making a short anterior and a long posterior 
flap, or any flap can be used, he sutures the wound by a continuous suture, 
and then passes a drainage-tube. Having done this he raises a fold of skin 
over the end of the bone running in an antero-posterior direction, and passes 
a chromicized catgut suture through it from within outward about three- 
eighths of an inch above the sawn end of the bone; the needle is passed back 
from without inward about three-quarters of an inch away, and after the 
suture is firmly drawn it is tied ; in this manner a long roll is formed over the 
end of the bone. Since he began to use this method he has never seen any 
pressure gangrene. There is sometimes a granulating wound surface found 
over the bone after removal of the skin suture. 

Appendicitis and its Complications. 

Lennander (Centralbl. fur Chir., 1893, No. 44) reports 54 operations with 
3 deaths. In 15 cases laparotomy with extirpation of the processus vermi- 
formis was performed, in 21 cases peri- or paratyphlitic abscesses were opened. 
In 17 cases the appendix was removed during the period between relapses. 
In 1 case no vermiform appendix was found, although the caecum could be 
entirely isolated. The author classifies as surgical cases : those in which are 
found acute diffuse peritonitis and intra-peritoneal abscesses following per¬ 
foration of the appendix; all paratyphlitic cases as soon as the presence of 
pus is diagnosticated; also those cases in which, through slow ulceration, a 
perforation is produced, though the diagnosis in these cases is difficult. Medical 
cases he considers to be only those of appendiceal colic and all acute catar¬ 
rhal processes within the appendix and that remain within it, except, perhaps, 
those that produce a sero-fibrinous or simple fibrinous peritonitis. In cases 
of chronic relapsing appendicitis, after the dangers of the operation have 
been detailed he would leave it to the desire of the patient, but would 
counsel operation if the attacks increased in frequency and severity, or if an 
encapsulated abscess were discovered. In regard to the technique of the 
operation, he advises that in all a lateral laparotomy, with the incision in the 
line of the motor nerves so far as possible, should be performed, in order 



